Weight Reduction
It is the experience of life insurance companies that overweight is associated with decreased longevity, but overweight men who wish to take life insurance, and who manage to reduce their weight to the 'desirable range', then enjoy similar life expectancy to men who were never overweight (Dublin 1953) . The morbidity of obesity is also well known, for example in aggravating osteoarthritis of weight-bearing joints and in adding to the difficulty of anesthesia and many surgical procedures. The treatment of obesity by medical means is apparently simpleto reduce energy intake by eating less, and as far as possible to increase energy expenditure by taking more exercise. In practice, however, the results of medical treatment are generally disappointing in the long run, although anorectic drugs and reducing diets enthusiastically advocated will produce a loss of a few kilograms for a few weeks. The results of various forms of treatment for obesity have been reviewed in some detail elsewhere (Garrow 1974a ) and an average weight loss of about 15 kg in six months or so is about the best result attained by any system of outpatient medical treatment, but within any series there is wide variability, and some do much better than average and others much worse. A particularly depressing aspect of medical treatment of obesity is the high relapse rate.
The present audience is probably mainly interested in the surgical treatment of obesity, either by bowel bypass or by excision of adipose tissue. There is no doubt that the bypass operation produces weight loss in grossly obese patients which could not be achieved by any medical means other than prolonged inpatient dietary restriction, and this line of treatment is hard to justify in view of the pressure on hospital beds and the high relapse rate after discharge. Surgeons may wonder why, if physicians realize that they are so incompetent in the management of obesity, they do not relinquish the problemto thesurgeons, who are manifestly successful. I hope that I may answer this question, and explain why I believe that the widespread application of surgical treatments for obesity would be an unfortunate development.
Patients seek treatment for obesity either because their excess weight is an actual physical or social disability to them at present, or because they fear that it will become so in future. It is obviously desirable that no form of treatment should in itself cause disability of a similar magnitude to that already produced by obesity, and by this criterion I believe that only a small minority of obese patients are suitable for treatment by bypass operation. From my own experience the end result of the other surgical approach for the removal of excess adipose tissue, namely to excise it, is very poor indeed. It is necessary to distinguish between cosmetic surgery designed to remove excess skin flaps which remain after massive weight loss (which in skilled hands may produce very satisfactory results) and operations designed to produce weight loss by resecting masses of adipose tissue. I have yet to see a patient who has undergone the latter type of operation with a result that could fairly be described as good.
The case in favour of ileal bypass treatment has been powerfully argued by Bliss (1973) , and among patients who meet his criteria for this operation there is no medical treatment which has anything like the same success rate. My concern is that with the increasing popularity of this operation others may be encouraged to apply less strict criteria, and will come to provide a cure which is worse than the disease. There are 664 Proc. roy. Soc. Med. Volume 68 October 1975 two arguments against the bypass operation which I think are ill-founded: (1) The immediate operative mortality: this is not negligible even in skilled hands, but among grossly obese patients the untreated mortality is high too, so I do not think anyone can reasonably argue that the operation decreases life expectancy.
(2) The psychological effects: it is suggested that superobese patients eat massively as a form of defence mechanism, and that weight loss would do more harm psychologically than it did good physically. Again I do not think the evidence supports this view.
The criticisms which I think have more substance arise from the following considerations. Patients are selected for the operation if they are massively obese, and if attempts to produce weight loss by dietary control have failed. Implicit in the decision to adopt a surgical approach is the assumption that their food intake has been inappropriately high (which is not necessarily so), that a bypass operation is the best way to reduce it (again not necessarily so), and that the vitamin and mineral deficiencies which are inevitable results of the malabsorption state induced by bypass can be adequately controlled for the rest of the patient's life by outpatient supervision.
The last assumption seems the least likely of all. These patients are selected on the basis of their inability to follow dietary advice, and although in certain surgical centres of excellence the outpatient follow up of patients after operation has been superb, the surgeon who undertakes this operation for a large series of patients places upon himself and his successors an ever-growing burden of patients with iatrogenic malabsorption. The more conscientious the surgeon the greater the strain upon him, and I foresee the time when our best surgeons reach their limit, and then the standard of operative technique, and of outpatient supervision, must fall.
The assumption that bypass is the best way to limit food intake is not necessarily correct even for those who manifestly will not diet. I believe that dental splinting (Garrow 1974b ) is a cheap and safe alternative in many cases: at least there is no question of operative mortality or nutritional deficiencies induced by malabsorption. Finally, not all obese patients should reduce their food intake in order to lose weight. The mechanism by which energy balance in man is normally controlled is not yet understood, but at least we know that people become obese because either their intake is too high, or their output too low, or both. All physicians are familiar with patients who are convinced that they eat very little, yet are massively obese, and many doctors assume that such patients are fools or liars or both. It has been known for many years that there is a huge range of individual variation in energy requirements (Widdowson 1962 ) and a few obese patients can demonstrate, under metabolic ward conditions, that they do not lose weight on a properly controlled reducing diet. In these patients the defect is not excessive food intake but too low a metabolic rate, which can be demonstrated by methods described elsewhere (Garrow 1974a) . In such patients a bypass operation would clearly be inappropriate: they would not lose weight and would have steatorrheea added to their other metabolic problems. I suggest, therefore, that one criterion for any surgical treatment of obesity, either by bypass or dental splinting, should be that the patient's food intake should be shown to be excessive, rather than that they should be assumed to be incorrigible gluttons.
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The Plastic Surgical Treatment of Obesity
The fashion of the period, race, sex, age and occupation of the individual dictates the degree and distribution of obesity which is desirable, acceptable or ludicrous.
The urge to conform to the current concept of 'the attractive' leads men and women to dieting, corsetry or surgery to adjust their shape to 'the norm'.
Self-consciousness, the desire to become or to become again 'the body beautiful', discomfort or disease leads patients of all ages and both sexes to seek reduction, removal or redistribution of fat.
Generalized obesity requires the expertise of a general surgeon or physician, so that, by diet, resolution of depression, intermaxillary fixation, or intestinal bypass procedures, the total body weight is brought within the normal range.
Panniculectomy as a cure for generalized obesity is fraught with complication and unsatisfactory results, and is contraindicated. Surgery should be
